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Cambridge MA: Schenckman Publishing. 82-85.
Discussion began with the observation that no one could talk about either (1) how persons view
their own death or (2) how they view the death of others. However, it was quickly agreed that
with older persons the lines between these two are more blurred, because the older one
becomes the more frequently he experiences death of his contemporaries, thereby seeing his
own as imminently closer. Mr. Lohmann pointed out that 53 percent of deaths now occur in
institutions and that the elderly in particular expect to die in a hospital or nursing home. Others
agreed that there are strong expectations of death within nursing homes, although it was also
felt that a difference exists between a patient who is sent to a nursing home and the one who
enters voluntarily. Those who are placed their against their will are much more likely to feel loss
of self-esteem and worth. Moreover, once admitted, patients often encounter dehumanizing
processes, particularly if they are ill-tempered, incontinent or otherwise considered
problematic by the nursing home staff.
Miss Conn: In my opinion, the elderly should be kept out of nursing homes as long as possible
and, if it does become necessary, try to have it be the person’s own decision to go. They
definitely fare better there if they can feel it was their choice.
Q: What is the main problem with nursing homes? Is it the care?
Ans: Even when the physical care is good, there are problems about self-concept. The patient is
likely to feel rejected and useless. Especially if he is placed there against his will or if he creates
problems for the staff. Ironically, the staff makes “pets” out of patients who make the fewest
demands or complaints, although some studies have shown that belligerent patients live longer
than those who readily conform to the routine.
Q: Couldn’t the families of these patients be of more help to them?
Ans: It does make a difference when family members show an active interest, but too often the
nursing home patient is virtually abandoned by family and friends. The extended family of years
ago absorbed the elderly – even venerated them in some cases. Today that wider kinship circle
is gone and some patients even see very little of their own children.
Q: What about the use of social workers to substitute that missing social support?
Ans: Many patients scorn the help of social workers because they are associated with welfare
programs. Another problem in nursing homes is the presence of many constant reminders of
death: the fellow patient who dies and is taken away, or the steady arrival of funeral bouquets
sent with the best of intentions (“We shouldn’t waste these lovely flowers. Let’s send them to
the old folks at the nursing home.”) but carrying the unmistakable identity of funeral sprays.

Q: What about older people who are not in nursing homes?
Ans: They have more possibilities of “normal” life but still the terms “old” and “dying” are
strongly associated in many people’s minds. Many young people simply avoid being around old
people for this reason. It makes them uncomfortable. The social definition of age was
highlighted when one gentleman stated that “You don’t feel old until you’re told that you are!”
He went on to relate his own experience of working until age 82, when he was finally forced by
his company to quit. He claimed he had neve thought of himself as “too old to work” until that
time, but that act removed the meaning from his life, so that was the beginning of death for
him.
As to the facing of their own death, particularly, when chronic illness is present, there was some
difference of opinion, but most persons in the group saw the elderly as more accepting than
younger (middle aged) persons. It was pointed out, however, that if one goes so far as
admitting that he wishes to die, he is apt to be labeled mentally ill.
If the elderly patient does wish to discuss his own death, who can broach the subject with him?
One man felt that the doctor should not do this because it would then be hard for the doctor to
hold out any hope for the patient. Others said the doctor must do this because he is best
informed of the patient’s condition and also is likely to have the rapport necessary for
discussing this both with the patient and the family. Someone else said it is the nurses who
usually let the patient know he is dying in some way although that does not necessarily mean
an open discussion of it. One participant mentioned that a patient sometimes discusses his
condition with the cleaning lady or the orderly, finding these persons more approachable than
the professional hospital personnel.
Finally, it was agreed that much of the communication between a dying patient and others is
non-verbal; that while it is possible to communicate fear and anxiety in this way, it also may be
easier for many people to extend support and understanding through a touch or a look than it
is to find the words to express such feelings.

